ABSTRACT
INTRODUCTION
The most important periods of reproductive health include menarche, pregnancy, delivery and menopause. 1 Particularly life events like premenstrual syndrome, high risk pregnancies, delivery, surgical interventions to reproductive organs, abortion and curettage, fertility are defined as developmental crisis periods. 2, 3 High risk pregnancy is a health problem which affects the woman, the fetus and intrauterine life physically and psychologically. Prenatal risks include risky conditions of sociodemographic, obstetric, nutritional, medical factors and venereal diseases of pregnant women. 4, 5 Obstetric risks may arise due to the changes which occur during pregnancy. While many women may adapt to physical, mental and social changes which occur due to pregnancy and delivery, some others may experience mild, moderate or severe mental problems. 6 Mental changes may be experienced differently at every trimester of pregnancy; ambivalent feelings about pregnancy, baby and even life which are not constant and not evaluated as psychopathology are felt during the first trimester (0-12 weeks), well-being is felt during the second trimester (13-24 weeks) and statetrait anxiety is seen mostly during the third trimester (25) (26) (27) (28) (29) (30) (31) (32) (33) (34) (35) (36) (37) (38) (39) (40) th weeks). 3, 7 Anxiety and depression experienced during pregnancy may negatively affect cognitive development of the newborn and the child. 8 In addition, the mother may feel fear of death for herself and her baby towards the end of pregnancy due to coming delivery. Likelihood of perinatal complications was reported to be higher in families whose ability to cope with stress during pregnancy is poor. 9 In high risk pregnant women, state trait anxiety is thought to convert to continuous anxiety. This change of high risk pregnant women would also trigger the risk of mental problems. Therefore an evaluating pregnant woman considering potential mental symptoms is necessary for the mother, the baby and the family. Because evaluating the adaptation of the mother to the mental state arising due to physical changes during pregnancy is necessary. Physical and mental health is affected negatively if the pregnant woman cannot adapt herself to these changes. In this study, it was aimed to investigate the effect of prenatal risk indicator scores of pregnant women to mental symptoms.
METHODS
This is a cross-sectional study. Study sample was consisted of pregnant women who were admitted to a state hospital in Ġzmir province between 02 and 30 June 2008 and for prenatal follow up and stated that they had no psychiatric disorders, did not require hospitalization and who were volunteer for participation.
Sample
It was found in power analysis which was performed in order to find significance according to two-way hypothesis with 90% power that 137 volunteer pregnant women were required and a total of 142 women who were admitted to the obstetrics clinic during the study period and who met the inclusion criteria were included in the study.
-A questionnaire composed of 21 questions aiming at determination of sociodemographic and obstetric characteristics of pregnant women, -Prenatal Risk Indicator (PRI) aiming at determination of risk in pregnant women, -Brief Symptom Inventory (BSI) aiming at screening mental symptoms of pregnant women were used in the research.
Prenatal Risk Indicator (PRI): PRI was developed by Edwards and colleagues. All data required for risk indicator form may be obtained from prenatal anamnesis and physical examination. The form is composed of 40 items and four subsections as demographic factors (6 items), obstetric factors (17 items) and other factors (4 items: weight, nutrition, smoking, alcohol) and medical factors (anemia, hypertension, cardiac diseases/heart failure, diabetes, thyroid diseases, venereal diseases, cervix cancer, urinary tract infection, psychiatric/neurologic problems and pulmonary disease, severe common cold). PRI form may be filled out for three times (at the first visit, at 36 th gestational week, on admission for labor or delivery). Risk factors are scored between one (the lowest) and seven (the highest) according to severity of risk factors. Pregnant women whose scores are 7 and above are in high risk group and these women must be referred for consultation or prenatal care. 4, 10, 11 Brief Symptom Inventory (BSI): BSI is a multidimensional screening scale developed for determination of some psychological symptoms which may be seen in patients with psychiatric and medical diseases and also in normal population. Turkish validity and reliability of BSI, which was developed by Derogatis was done by Sahin and Durak. This scale which is used for screening mental symptoms of pregnant women is composed of nine subscales and three global indices and 53 items and scaled with Likert type scoring between 0 (no) and 4 (much). The highest possible score is 212. High total scores indicate the frequency of symptoms. The scale is composed of nine subscales somatization (S), obsessive-compulsive disorder (OCD), interpersonal sensitivity (IS), depression (D), anxiety disorder (AD), hostility (H), phobic anxiety (FA), paranoid thoughts (PT) and psychoticism (P) and additional items (AI) composed of the items not included in subscales. 12 Cronbach's alpha internal consistency coefficients are between 0.95 and 0.96. 13 Cronbach's alpha internal consistency coefficient is 0.89 in our study.
Data analysis
Data were evaluated using SPSS 16.0 package program. Total PRI scores and risk groups determined according to PRI consisted the independent variable; BSI total score and subscale scores consisted dependent variable. Number and percent were taken for data analysis and normality distribution of variables was analyzed using Kolmogorov-Smirnov/Shapiro-Wilk tests. Variables which do not meet the normal distribution were given as median and minimummaximum values and Mann-Whitney U test was done. Relationship between BSI and subscales and total score of PRI was analyzed with Pearson's correlation coefficient. A p level of <0.05 was taken as statistically significant. 14, 15 Ethical approval was obtained from Ethics Committee of Ege University Ġzmir Atatürk School of Health, written approval was obtained from the institution in which the study was held and verbal consent was obtained from the participants after the aim of the study had been explained.
RESULTS
Of the participants, 32.4% were in 20-24 and 25-34 age groups, 60.6% were graduates of elementary school, 88.0% were housewives and income and expenses of 73.9% were equal. In addition, 38.0% were primigravidas, 58.2% had delivered one baby and 61.2% were in the third trimester ( When risk status according to PRI and mental symptom scores of pregnant women are compared, a statistically significant difference was found between median paranoid thought of women who were under high risk or not (p<0.05). However, a statistically significant difference was not found between total score of BSI and subscale medians (p>0.05) ( Table 4) .
A positive and significant correlation was detected between mean PRI scores and depression, paranoid thoughts and BSI total score (p<0.05) ( Table 5 ).
DISCUSSION
High risk pregnancy is a condition which affects the pregnant woman and the fetus physically and mentally. Although physical risk findings of pregnant women are recognized immediately, mental findings may be hidden unless severe. The pregnant woman must complete pregnancy with these negative conditions. This study aimed to investigate the influence of PRI scores on mental symptoms. Socio-demographic, obstetric, nutritional, medical factors and risky conditions for venereal diseases may be detected according to the statements of the pregnant women using PRI form.
Risk factors of the pregnant women participated in the study were analyzed and the most common ones were found to be sociodemographic factors as being nulliparous, the first visit's being done after 27 th week of gestation or less than five prenatal follow ups. Other risk factors include history of caesarean section and abortion, inadequate or excessive weight gain and history of a urinary tract infection. More than one-third of deliveries are in high risk category. One out of ten women is in more than one preventable high risk category and three of ten is in only one preventable high risk category and expose to high risk for death. 17 In a study evaluating prenatal care services, 83% of pregAnatolian Journal of Psychiatry 2014; 15:157-164 19 Being nulliparous which is in inevitable risk category was reported to be 39.3% in another study. 20 Ratio of primiparous mothers was found as 35.2% in the study of AkıĢ et al. 18 Ratio of nulliparous women is consistent with data of literature and Turkey Demographics and Health Survey-2008. Measures must be taken against the risks of nulliparity. Nulliparity leads to risks like prolonged labor, preeclampsia, caesarean section due to dystocia. 16, [21] [22] [23] [24] In addition, while approximately three out of four pregnant women receive four or more prenatal care, 25.9% receive less than four follow ups according to 2008 data of Turkey Demographics and Health Survey. 17 Results of our study are similar to those of TDHS. We consider that the reason for this is that the study was conducted in a state hospital in which all people can receive health services.
Another risk factor, multiparity, increases the frequency of pathologies like hypertension, diabetes, renal diseases, anemia, respiratory and cardiac diseases, chromosomal abnormalities and abnormal babies as it is a condition which increases with age. 22 Ratio of multiparity was found as 95% in another study evaluating the pregnancies 40 years and above. 25 Ratio of caesarean section is reported as 20% in grand multiparous women when evaluated in terms of risk factors which it causes. 23 In this study, although history of caesarean section (19%) is the most common obstetric risk factor determined with PRI, grandmultiparity was also found high. According to health statistics of Turkish Republic Ministry of Health, ratio of caesarean section among all deliveries was reported as 47%. 26 In the study of Aslan et al., they detected that 16% of all deliveries were done with caesarean section in Jordan in 2002; Gurel et al. found this ratio as 29.6% in their study. 27, 28 Ratios of inadequate/excessive weight gain and urinary tract infection were also found high in the study.
Prenatal care must be started in the early period of pregnancy in order to be minimally affected from negative effects of gestational risks and/or inevitable risks. Prenatal care prevents gestational risks and/or enables early intervention to the risks. In addition, risk factors of pregnant woman would put her under high risk as it would negatively affect the adaptation _____________________________________________________________________________________________________ of the woman to pregnancy. Therefore early detection of gestational risks with diagnostic tests like PRI would prevent many complications through enabling taking measures.
Mean mental symptom scores of pregnant women were detected to be low according to the results of the research. Particularly participation of pregnant women who stated that they did not have mental problems supports low mean mental symptom scores as we investigated how physiologic changes developing during pregnancy affect mental status.
When risk status according to PRI and mental symptom scores were compared, a statistically significant difference was not found between BSI total score and subscale medians except paranoid thoughts. High risk pregnancies which are usually defined as increased prenatal and postnatal morbidity and mortality of pregnant woman, fetus or newborn have the potential to cause psychiatric symptoms. For example, more psychopathology was detected in pregnant women who have medical problems like preeclampsia, hypertension, diabetes compared to the ones who do not have these problems. In a study evaluating depression and quality of life in high risk pregnancies, depression was found to be more severe among high risk pregnant women compared to control group. 29 Considering that each trimester of pregnancy has a unique psychological adaptation process, particularly the third trimester is the period in which delivery-related anxiety arises, finding higher median values in each subitem may be considered to be related with literature. 29 It was detected that paranoid thoughts of high risk pregnant women were higher than others and there was a positive and significant relationship. Paranoid thoughts include suspicion, distrust thoughts. 30 In the study of Ozkan et al., a statistically significant difference was found between risk status of pregnant women and psychiatric diagnosis. 1 Westdahl et al. detected that paranoid thoughts increased as gestational risk increased. 31 Results of all these studies indicate that risks which impair natural course of a natural event, pregnancy, may create metal symptom chain like somatization, depression, anxiety, hostility and paranoid thoughts which must be evaluated as another risk.
1 High risk pregnancy leads to questioning the reason for the risk and the woman experiences threat perception. Therefore it may be stated that high risk pregnant women experience distrust and suspicion under the name of 'measure' for life.
When other psychiatric findings of pregnant women were analyzed, obsessive-compulsive disorder, depression, anxiety disorder and BSI total score medians were found higher than those of non-risk pregnant women. Anxiety disorders like phobic anxiety, obsessive-compulsive disorder developed in women who experienced a different risky condition like fetal loss. 32 According to research results, median somatization score is higher in non-risk pregnant women than that of high-risk women and a relationship was not detected between statistically significance and risk scores and median somatization score. Unfinished events or situations that were blocked trigger somatization. High risk pregnancy hinders the comfort of pregnancy and triggers somatization. This may not be expected in healthy pregnancies. Risks of pregnancy include physical problems and somatization suggests that mental health problems are a manifestation of physical reactions. Somatic complaints, depression and anxiety symptoms are usually considered by doctors as hormonal and physical changes related to pregnancy and often diagnosed less. 33, 34 Nausea and vomiting experienced particularly during the first trimester of pregnancy is reported to be a somatic finding. 35, 36 Another finding of the study is that depression is more frequent among high risk pregnant women. In a study of Westdahl et al., depression was detected to increase as risk increased. 31 According to psychoanalytic theory; depression is characterized by one's feeling herself unvaluable due to the loss of a loved object. 30 The reason for the significant relationship between depression and high risk is that these women experience the loss of a loved object differently from non-risk women. Depression risk was found as 17% in a study of Ceber et al. 37 Depression and depressive symptoms were reported to be seen in the ratio of 12-36% in pregnancy. 38 On the other hand, mental problems are reported to be seen between 5% and 51% during pregnancy. 36 In another study investigating the obstetric and newborn outcomes of depression and anxiety disorders, anxiety and depression were reported to be high in pregnant women. 39 Although mean anxiety scores of high risk pregnant women were found high, a significant difference was not detected. It is considered that pregnant women are being high risk triggers anxiety and this condition is tried to be According to the results of the study, all pregnant women were detected to be sensitive and phobic. Fear felt during pregnancy was reported to be about labor. 32 If fear of labor is too severe during pregnancy, it is defined as 'tokophobia'. 40 In epitome, pregnancy is a developmental period in which sensitivity and fear may be experienced both in high risk and non-risk pregnancies.
CONCLUSION AND RECOMMENDATIONS
Pregnancy which is one of the most important events in a woman's life is a period in which physical and mental changes are experienced. However usually physical changes are focused and psychiatric changes are neglected unless a mental disorder develops. According to the result of the study, risks seen during pregnancy were detected to affect state of mind of the pregnant woman. Psychiatric findings cannot be diagnosed in the early period due to the woman's not expressing her feelings, not making a routine psychiatric evaluation during prenatal follow up and health care providers' not caring this issue. Therefore health care providers who follow up the women during prenatal period, who give prenatal care must evaluate and follow up the pregnant women not only for physiccal findings but also for psychiatric findings. In addition, psychiatric assessment criteria must also be included in prenatal care practices. In addition, knowing mental symptoms like anxiety, somatization, hostility that may arise during pregnancy would enhance the awareness of health care providers and also enable collaboration of obstetrics and psychiatry fields. So fear and anxiety of pregnant women may be reduced and adaptation of the family and the mother may be achieved.
